Pharoah, P. 0. D. (1976) . British Journal of Preventive and Social Medicine, 30, [257] [258] [259] [260] [261] Obstetric and neonatal care related to outcome: a comparison of two maternity hospitals. Infants of birthweight up to 2500 g born in 1966 in two district hospitals were followed-up until their school medical examination at six years. Neonatal mortality rates differed in the two cohorts despite similar maternal age, parity, and social class distribution; differences in the management of labour and in neonatal care may have been responsible. Numbers were small but the prevalence of mild or more severe handicaps among the survivors did not differ significantly between the cohorts; an improved mortality was not achieved at the expense of an increased overall morbidity, although there was a suggestion of a difference in cerebral palsy prevalence. It is suggested that the neonatal mortality rate in conjunction with the prevalence of handicaps among the survivors of low birthweight infants be used as an indicator of the efficacy of perinatal care.
An infant weighing 2500 g or less at birth is considered 'premature' by internationally accepted definition. Such infants are 'at risk' both for mortality and for morbidity among the survivors. Approximately 6-5% of all live births in England and Wales weigh 2500 g or less, yet they account for almost 60% of neonatal mortality and 50% of infant mortality. Moreover, the lower the birthweight, the higher the proportion of handicaps found in later childhood. Among very low birthweight infants (<1500 g), previous workers have found 33-68% of survivors to have handicaps in later life (Lubchenco et al., 1963; Drillien, 1967; McDonald, 1967) . Various reports indicate that 40-70% of children with paraplegia and 25-45% of children with di-or tetra-plegia have a birthweight of 2500 g or less (Asher and Schonell, 1950; Childs and Evans, 1954; Eastman and DeLeon, 1955) .
Recent improvements in medical and nursing care have increased the proportion of premature infants that survive; the neonatal death rate in England and Wales of infants of 2500 g or less has fallen progressively from 149'2 per 1000 in 1955 to per 1000 in 1974. Fears have been expressed that any improvement in mortality rates may be achieved only at the expense of an increase in the prevalence of serious handicaps among the survivors (Drillien, 1958; Holt, 1970) . However, recent accounts of the follow-up of survivors of very low birthweight indicate that these fears may be unfounded. Stewart (1972) reported that, among 100 survivors of very low birthweight (<1500 g), only 10% had a physical or mental handicap. Davies and Tizard (1975) reported that, during the period 1961-64, the incidence of cerebral palsy among infants of birthweight <1500 g was 10 out of 58 but during 1965-70 it fell to 0 out of 107. Similar results have also been reported from Switzerland (Prod'hom, Calame, and Steinhauer, 1972) . This suggests that morbidity and mortality may be improved simultaneously.
These reports have emerged from highly specialized intensive care baby units; it is likely they represent the outcome of sophisticated technological advances-for example, the routine monitoring of breathing, arterial oxygen tension, blood pH, serum bilirubin, and blood glucose in addition to advantageous ratios of medical and nursing staff to patients. This poses the question-to what extent does the community as a whole, served by its ordinary district hospitals, show similar improvements in morbidity and mortality? The name and address of every infant of birthweight 2500 g or less, born in 1966, in the two maternity hospitals, was abstracted from the birth register held by the local health authority and was checked against the hospital admission records. Follow-up information concerning mental, physical, and sensory handicaps was obtained from the school medical examination record.
The prevalence of handicap among the survivors was determined using the classification of Drillien (1969) .
Moderate/severe handicap included all children ineducable in a normal school on account of mental retardation, severe physical defect, dull intelligence with disturbed behaviour and all those suffering with cerebral palsy and/or epilepsy whether or not they were excluded from normal school.
Mild handicap included children educable in a normal school but with educational difficulties associated with a dull intelligence and physical defects which did not affect school performance but which did constitute a definite disability. Maternal age and parity, length of labour and whether spontaneous or induced, and the type of delivery, was determined from the obstetric notes on the mother. Information on social class was also sought but because of inadequate recording in most cases, meaningful analysis was impossible. However, the 1966 census records show no pronounced social class differences between the two districts and the assumption has to be made that the distribution of the mothers in the survey also shows no serious disparity. The lack of social class information is unlikely to be critical because its effect on the perinatal mortality risk is very small after allowing for birthweight (Elwood, Mackenzie, and Cran, 1974) .
Medical and nursing records were abstracted for information on resuscitation methods and feeding policy. (Table II) . Here it is worth noting that, in this survey, all the infants were small-that is, 2500 g or less. Possible reasons for the difference become evident when aspects of management during delivery are examined. Assisted delivery-that is, vacuum or forceps extraction in a vertex presentation, or forceps to the after-coming head in a breech presentation, was more common in Hospital A (Table III) and an episiotomy was more frequent (48% of Hospital A deliveries, 20% of Hospital B, P <0 05). (Cross, 1973; Bolton and Cross, 1974) . Similarly, there was disagreement concerning the relative merits of early or late feeding; late feeding used to be advocated to reduce the danger of aspiration pneumonia. The pendulum has since swung towards early feeding which may reduce hyperbilirubinaemia and prevent hypoglycaemia, especially in the small-for-dates infants (Smallpeice and Davies, 1964; Wennberg, Schwartz, and Sweet, 1966; Wu et al., 1967 
